Studies have suggested that individuals with physical disabilities are often stigmatized and are perceived to possess less favorable physical and psychological characteristics than individuals without disability. Purpose: To investigate whether able-bodied adults' perceptions of people with different causes of spinal cord injury (SCI) are influenced by physical activity status information. Method and Participants: Each participant (N ϭ 198) read all five vignettes describing individuals with SCI who had varying levels of physical activity participation and cause of injury information (e.g., onset-uncontrollable [hit by impaired driver] and onset-controllable [caused by impaired driving]). After reading each vignette, participants completed a 12-item Warmth and Competence Questionnaire to evaluate each target. One-way repeated measures multivariate analyses of variance were conducted to examine the within-subjects differences. Results: Physically active individuals with onset-uncontrollable SCI were rated most favorably on warmth and competence. Physically active individuals with onset-controllable SCI also were rated more favorably on warmth and competence than physically inactive targets with onset-controllable SCI. Conclusion: A physically active lifestyle may be beneficial in managing the stigma experienced by individuals with both onset-controllable and onset-uncontrollable SCI.
Approximately 10% of North Americans have a physical disability that impairs their ability to move (Morbidity and Mortality Weekly Report, 2009; Participation and Activity Limitation Survey, 2001) . Common causes of this impairment include arthritis, back injuries, stroke, spinal cord injury, and cerebral palsy. Unfortunately, stigma often taints the lives of these individuals within society. Stigma is a universally defined trait or characteristic of a specific group, or a devalued identity that elicits negative responses (Bagenstos, 2000; Goffman, 1963; Susman, 1994) . Stigma can take many forms and can be projected to many different groups (e.g., ethnicity, sex, class, ability), likely affecting individuals in a multitude of ways (e.g., emotionally, physically). Because individuals with a physical disability are a minority group separated from the population due to functional limitations and deviations from cultural norms, they often experience stigmatization (Bagenstos, 2000) .
Stigma Theories
Many theories have been established in an attempt to understand various aspects of stigmatization. According to the sociofunctional theory (Neuberg, Smith, & Asher, 2000) , stigmatization is a modality for individuals to minimize threat and competition from specific groups. This theory holds that stigma is merely a function of the "survival of the fittest" (Neuberg et al., 2000) . The intergroup emotions theory (Smith & Henry, 1996) , on the other hand, speculates that stigmatization derives from unfavorable appraisals of interactions with targets, consequently resulting in negative emotional reactions. Regardless of how stigma is conceptualized, it seems to distill down to two dimensions-warmth and competence (Cuddy, Fiske, & Glick, 2008) .
Warmth and competence are central components of the stereotype content model (SCM; Fiske, Cuddy, Glick, & Xu, 2002; Fiske, Cuddy, & Glick, 2006) . According to the basic tenets of the SCM, perceived warmth is associated with an individual's perceived competition and intent within society (Fiske, Xu, & Cuddy, 1999) whereas perceived competence is associated with an individual's perceived status and ability within society (Fiske et al., 1999) . Perceived 'intent' is inferred from qualities related to tolerance, warmth, sincerity, friendliness, and good intentions (Fiske et al., 2006) . Ultimately the degree of perceived warmth determines whether an individual is "liked" or "disliked" (Fiske et al., 2002; Fiske et al., 2006) . For example, an individual who is perceived as friendly and kind is considered to have positive intentions and thus leaves a positive impression on others. On the contrary, an individual who comes across as being guarded and mean, is perceived as having negative intentions and thus leaves a negative impression on others.
With regards to judgments of competence, perceived status and ability are inferred from qualities of intelligence, competence, independence, skillfulness, etc. (Fiske et al., 2006) . The degree of perceived competence determines whether an individual is "respected" or "disrespected" (Fiske et al., 2002; Fiske et al., 2006) . Thus, an individual who is perceived as intelligent and independent is recognized as being capable and in turn is respected by others. Conversely, an individual who is perceived as incompetent and dependent is often considered incapable and in turn is not respected by others.
A second tenet of the SCM is that different combinations of warmth and competence judgments elicit varying types of stigmatization and affective reactions (Fiske et al., 2002; Fiske et al., 2006) . In general, positive stereotypes can result from high perceptions of competence and warmth whereas negative stereotypes can result from low perceptions of competence and warmth. Stereotypes also can be mixed along the two dimensions of warmth and competence. These mixed stereotypes also elicit a discrete set of reactions. For example, people who are considered warm but not competent receive pity and people who are considered competent but not warm receive envy (Fiske et al., 2002 : Fiske et al., 2006 .
Research applying the SCM to disability stereotypes is limited. In the few studies that have examined this issue, student and non-student participants rated several prominent groups in society in terms warmth and competence. Target groups included ablebodied adults from a variety of social classes, age groups, and religions and adults with a non-descript disability, a visual impairment, and an intellectual disability. The findings from these studies indicated that individuals with disabilities are generally rated high on warmth and low on competence. This rating likens them to other stigmatized groups such as older adults and house cleaners (Fiske et al., 2002) . Such groups have been found to fulfill a "convenient role" and receive paternalistic prejudice. Paternalistic prejudice portrays a group that is disrespected and pitied thus receiving sympathy from others (Fiske et al., 1999; Fiske et al., 2002; Fiske et al., 2006) . These ratings are in contrast to ratings of high competence and low warmth elicited by highly envied groups such as rich and educated people. From these findings, it seems that the SCM is an appropriate model for examining disability given that it is able to distinguish between prominent stereotypes. Of benefit, applying the SCM to the current investigation has the potential to strengthen the support for the model within an understudied population.
The current investigation also was guided by attribution theory. The benefit of using this theory in concert with the SCM is that it provides insight into the factors underlying stigma and has garnered support in the realm of chronic disease and disability. Attribution theory outlines how people's perceptions and understanding about the causes of behaviors and controllability or responsibility for outcomes (e.g., disease and disability) influence how we judge and affectively react to others (Menec & Perry, 1995; Weiner, Perry, & Magnusson, 1988) . Attribution theory has been applied in studies examining stigma related to AIDS (Dooley, 1995; Seacat, Hirschman, & Mickelson, 2007) , physical medical illness (Grandall, Moriarty, Stroebe, & Taylor, 1995) , mental illness (Corrigan, Larson, & Kuwabara, 2007) , leg amputation (Menec & Perry, 1995) , and homosexuality (Armesto & Weisman, 2001) .
Attribution theory and the SCM are complementary and together have potential to provide a deep understanding of stereotypes associated with disability. Both theories acknowledge that people are not only judged based on their "position" and "role" within society but that their actions also dictate how others judge, behave and react to them. The notion that actions influence stereotyped judgments is particularly important to consider when examining stigma and physical disability. Physical disabilities differ greatly in terms of etiology (e.g., heredity, accident). The cause of a disability, and specifically the degree to which a person is held responsible for the cause of their stigmatizing attribute (e.g., controllability), may alter whether an individual is judged as having positive intent (e.g., warmth) and status within society (e.g., competence; Menec & Perry, 1995) .
For example, onset-uncontrollable stigmas are those in which the cause of the stigmatizing condition is perceived to be due to lacking aptitude or external barriers (e.g., obesity due to a glandular dysfunction; Menec & Perry, 1995) . These stigmas elicit feelings of pity and sympathy (Hegarty & Golden, 2008; Weiner et al., 1988) . In terms of the SCM, these feelings are characteristic of the stigmatized group that is high in warmth and low in competence (Cuddy, Fiske, & Glick, 2007) . In contrast, onset-controllable stigmas are those in which the cause of the stigmatizing condition is perceived to lack effort or will (e.g., obesity due to excessive eating and lack of exercise; Menec & Perry, 1995) . These stigmas attach "responsibility" to the target and tend to result in negative reactions of punishment and neglect towards the individual (Hegarty & Golden, 2008; Weiner et al., 1988) . According to the SCM, these reactions are characteristic of the stigmatized group being perceived as being low in warmth and particularly low in competence.
When applying attribution theory and the SCM within the context of stigma and physical disability, it appears that the cause of a physical disability may be especially influential in affecting whether an individual with a physical disability is perceived as warm. Moreover, it appears that the cause of disability may not influence perceptions of competence. Rather, having a disability, regardless of the etiology, may elicit perceptions of incompetence. Thus, there may be particular benefit in identifying strategies that allow all individuals with a physical disability, regardless of how their disability was caused, to present themselves as competent.
Exercise and Stigma
Past research has demonstrated that whether or not individuals present themselves as exercisers can enhance others' perceptions of competence (Lindwall & Martin Ginis, 2006; Martin, Sinden, & Fleming, 2000) . For example, studies requiring able-bodied participants to rate the physical and personality characteristics of a person described as an exerciser or a non-exerciser have consistently found that exercisers are rated as being fitter, healthier, stronger, more hard-working, more muscular, and more self-confident than non-exercising counterparts (Lindwall & Martin Ginis, 2006; Martin et al., 2000; Martin et al., 2003; Shields, Brawley, & Martin Ginis, 2007) . This pattern of findings has been conceptualized as the "exerciser stereotype" (Martin Ginis & Leary, 2006; Hodgins, 1992; Arbour, Latimer, Martin Ginis, & Jung, 2007) . Interestingly, many of the characteristics that distinguish an exerciser from a non-exerciser (e.g., confident, intelligent, capable, independent; Martin et al., 2000; Martin et al., 2003) are congruent with the concept of perceived competence described in the SCM (Fiske et al., 1999; Fiske et al., 2002) . This congruency between the SCM and the measurement of the exerciser stereotype further motivated our decision to use the SCM as one of the frameworks guiding this study.
There is evidence to suggest that the "exerciser stereotype" extends to people with a physical disability. In a study by Arbour and colleagues (2007) , 446 able-bodied, undergraduate students (226 women and 220 men) read a vignette describing a man or a women with a spinal cord injury (SCI) who was either active, inactive, or for whom no physical activity information was provided. After reading the vignette, participants rated each target on 17 personality (e.g., warmth) and nine physical (e.g., competence) dimensions. The person with a SCI described as an exerciser received more favorable ratings on indicators of competence (e.g., self-confidence, intelligence) and on indicators of warmth (e.g., kindness, friendliness) than a non-exerciser and the control. This pattern of findings was generally consistent for the male and female target. The majority of effect sizes for the comparisons between ratings of the exerciser target and the non-exerciser target were medium to large according to Cohen's (1992) While the study by Arbour and colleagues (2007) makes an important contribution to our understanding of the exerciser stereotype and its application to disability, there is still much to learn. Building upon the study by Arbour and colleagues, the purpose of this study was to apply the SCM and attribution theory in an effort to extend our understanding of the factors affecting, and the strategies for mitigating, stigmatized judgments of people with a physical disability. Specifically, we investigated whether the beneficial effects of physical activity status for stigma management are comparable between individuals with onset-controllable and onset-uncontrollable SCI. To meet this objective, we used a 2 (injury status: controllable, uncontrollable) ϫ 2 (activity status: active, inactive) plus a no-information control group within-participant experimental design. We hypothesized that together, cause of injury and exercise status information would affect how individuals with a disability are perceived by others. Specifically, we hypothesized that the documented positive perceptions associated with onset-uncontrollable injury (e.g., positive intent within society) and physical activity status (e.g., ability) would interact to provide the highest and most positive perceptions from others. We also hypothesized that an "active" status may mitigate some of the stigma associated with an onset-controllable injury. We expected that an active individual whose SCI was onset-controllable would be perceived as being more competent than the inactive counterpart but equally as warm.
Method Participants
Participants were a convenience sample of 198 university students (34 men and 156 women; 8 subjects failed to indicate sex). The participants ranged in age from 18 to 43 years (M ϭ 19.32, SD ϭ 2.41). Based on previous research comparing an exerciser target to a non-exerciser target (e.g., Arbour et al., 2007) , medium (Cohen's d ϭ .50 ) to large effect sizes (Cohen's d ϭ .80) were expected for this study. According to Cohen's (1992) guidelines, a sample between 110 to 275 participants is adequate to detect medium to large sized effects. The majority of participants were in their first year of undergraduate studies (59.6%, n ϭ 118) and were Caucasian (77.8%, n ϭ 154). Forty-nine percent (n ϭ 96) of participants reported having experience interacting with an individual with physical disability; 24% (n ϭ 47) of participants reported that their experience involved physical activity. Informed consent was obtained from all participants and the study was approved by the Research Ethics Board.
Measures
The items used to assess warmth and competence were identical to those used in previous research with the SCM (Fiske et al., 1999; Fiske et al., 2002) . In a factor analysis, these traits consistently loaded on separate factors of warmth and competence (Fiske et al., 2002) . The items of warmth and competence were carefully selected to reflect language commonly used in general conversation (Fiske et al., 2002) .
Warmth. Perceived warmth was assessed by rating the person described in a vignette on six warmth dimensions (friendly, well-intentioned, trustworthy, warm, good-natured, sincere; Fiske et al., 1999; Fiske et al., 2002) . Each dimension was rated on a 9-point semantic scale (e.g., 1 ϭ cold, 9 ϭ warm). The scores on these six individual dimensions were summed to create a single perceived warmth score. In the current study, the warmth scale demonstrated adequate reliability (␣ ϭ .91) according to Nunnally's (1978) criterion of ␣ Ͼ .70 as an acceptable level of internal consistency.
Competence. Perceived competence was measured by rating the person described in a vignette on six competence dimensions (competent, self-confident, intelligent, skillful, capable, efficient; Fiske et al., 1999; Fiske et al., 2002) . Each dimension was rated on a 9-point semantic scale (e.g., 1 ϭ not intelligent to 9 ϭ intelligent). The scores on these six individual dimensions were summed to create a single perceived competence score. The competence scale demonstrated adequate internal consistency (␣ ϭ .86).
Materials
Participants were presented with five vignettes. Information pertaining to the individual's exercise status and cause of injury was manipulated in order to generate the five vignette conditions 1) active, onset-uncontrollable SCI; 2) active, onset-controllable SCI; 3) inactive, onset-controllable SCI; 4) inactive, onset-uncontrollable SCI; and 5) control. The descriptions of the target followed a similar structure to that used in previous studies (Arbour et al., 2007; Martin et al., 2000; Weiner et al., 1988) . The description of the active onset-controllable target was as follows (Note. The sentences are numbered for ease of explanation; the sentences were not numbered in the experiment):
1. Jane is a 21 year old student attending school in her hometown. 2. Jane has brown hair and blue eyes and is average height and weight for her age. 3. Jane is the oldest of three children and both of her parents work full-time office jobs. 4. Jane has a spinal cord injury as a result of a car accident in which she was driving under the influence of alcohol. 5. Jane cannot walk. 6. She uses a wheelchair, which she pushes herself, in order to get around. 7. Jane is an avid exerciser and attends the gym between three to five times per week.
The italicized text in sentences 4 and 7 was manipulated to generate the five conditions. Onset-uncontrollable conditions were generated by substituting sentence 4 with "Jane has a spinal cord injury as a result of a car accident in which she was hit by a drunk driver while walking on the sidewalk." For conditions with an inactive exercise status sentence 7 was substituted with "Jane does not exercise." For the control condition, sentence 4 and 7 were omitted from the descriptions of the target. Within each vignette, Jane was described as having a SCI and using a wheelchair as her primary mode of mobility. These details were included to help participants create a clear image of Jane.
Procedure
The paper-based questionnaires were administered to undergraduate university students. Once verbal consent was obtained, participants read five vignettes describing an individual with SCI who relies on a wheelchair for mobility. To control for priming effects, the vignettes were ordered randomly within each participants' questionnaire package (Urbaniak & Plous, 2009) .
After reading each vignette, participants were asked to rate "Jane" on twelve dimensions (six warmth and six competence) by circling the appropriate number on the 9-point semantic scale. Participants were also asked to complete a demographic questionnaire.
Statistical Analysis
First, age, experience with physical disability, sex, and vignette order were separately tested as possible covariates. We conducted bivariate correlations to examine the relationship between age and warmth and competence ratings for each vignette. We conducted repeated measures multivariate analyses of variance (RM-MANOVA) on warmth and competence (dependent variable: warmth and competence ratings for each vignette) and separately tested sex and experience with a disability as independent variables. To test for order effects, we conducted a MANOVA for each vignette. Warmth and competence scores were entered as the dependent variables and order of presentation (1-5) was entered as the independent variable.
To test both hypotheses, warmth and competence ratings were analyzed using one-way repeated measures multivariate analyses of variance (RM-MANOVA). The total warmth and competence scores for each vignette were the dependent variables in this within-participant analysis. Pillai's Trace was used as the criterion for testing significant multivariate effects (p Ͻ .05). Significant effects were followed up with separate repeated measures analyses of variance (RM-ANOVA) for warmth and competence and pairwise comparisons, for which alpha was adjusted using a Bonferroni correction.
Results

Demographics
Age, experience with physical disability, sex, and vignette order were tested as possible covariates. There was no indication that any of these factors were systematically affecting the pattern of ratings. As a result, we did not include any demographic variables as covariates in our models. Specifically, age was not correlated with warmth or competence ratings in any of the conditions, rs Ͻ .12, p Ͼ .10. Participants' ratings were not affected by their previous contact experiences with people with a disability, between groups: F(2, 173) ϭ 2.50, p Ͼ .08, Pillai's Trace ϭ .03; within-groups: F(7, 168) ϭ .69, p Ͼ .68, Pillai's Trace ϭ .03. In addition, the presented order of vignette had no significant effect on the evaluation of the target, p Ͼ .05. The test statistics for the order comparisons are presented in Table 1 .
The between-groups difference was significant for sex: F(2, 174) ϭ 6.93, p ϭ .001. Follow-up ANOVA indicated that men's ratings of competence (M ϭ 35.83, SD ϭ 5.86) tended to be lower than women's: M ϭ 39.24, SD ϭ 6.00), F(1, 175) ϭ 9.58, p ϭ .002. However, there was no interaction between sex of the rater and experimental condition indicating that despite men's lower ratings of competence compared to women, the pattern of ratings was consistent among men and women: F(7, 169) ϭ .1.21, p Ͼ .30, Pillai's Trace ϭ .05. Thus, sex was not included as a covariate in the subsequent analyses.
Exercise, Controllability, and Personality Attributes
Mauchly's test indicated that the assumption of sphericity had been violated for warmth 2 (9) ϭ 218.6, p Ͻ .001 and competence 2 (9) ϭ 101.374, p Ͻ .001, therefore the degrees of freedom were corrected using Greenhouse-Geisser estimates of sphericity for warmth (ε ϭ .60) and competence (ε ϭ .78).
The RM-MANOVA indicated significant within-groups effects, F (7, 172) Tables 2 and 3 .
Discussion
The purpose of this study was to examine factors that affect and potentially mitigate stigma towards individuals with a physical disability. Particularly, we were interested in whether these positive effects were comparable between individuals with onsetcontrollable and onset-uncontrollable causes of SCI.
Consistent with our first hypothesis, the combination of being active and having an onset-uncontrollable cause of SCI resulted in more favorable ratings on both warmth and competence compared to all other targets. In fact, when the warmth and competence scores for this target group are standardized, they are comparable to ratings reported in previous research of non-stigmatized groups (e.g., Caucasians, middle class people, students, women; Fiske et al., 2002) 1 . The active target with an uncontrollable injury likely was rated so highly because both factors, exercise status and attribution of injury, have potential to mitigate stigma. Specifically, the onset-controllability of a disability can have a significant influence on whether an individual is perceived as being warm. Perceptions of warmth are often associated with perceived competition and intent within society (Fiske et al., 1999) . Individuals who are not responsible for their injury may be perceived as having good intentions within society. As a result, they elicit higher ratings of perceived warmth than individuals who are perceived to be responsible for their SCI and are perceived as having a negative intent within society (Fiske et al., 2002) .
In addition, the information pertaining to individuals' exercise status appears to have enhanced participants' perceptions of the ability of individuals who were active with an uncontrollable injury. These positive perceptions manifest in higher ratings of competence compared to all other groups including the inactive uncontrollable SCI group. The additive effect of uncontrollability and activity appear to be the optimal state for an individual, creating the highest perceived warmth and competence ratings.
As hypothesized, exercise status information contributed to positive impressions of competence among people with an onsetcontrollable SCI; the active onset-controllable target was rated as being more competent than the inactive onset-controllable target. Contrary to our hypothesis, exercise status also contributed to positive impressions of warmth among people with an onsetcontrollable SCI; the active onset-controllable target was rated as being warmer than the inactive onset-controllable target. Thus, in addition to creating perceptions of ability, the exercise status information may dampen the anger others may feel towards individuals with a controllable stigmatizing condition. As a consequence, exercise status information may promote feelings of liking toward people with a controllable disability-a reaction that is typically expressed towards individuals with onset-uncontrollable conditions (Wiener et al., 1988) .
Interestingly, the active onset-controllable target was considered colder but equally as competent as the inactive onset-uncontrollable target. The lower observed warmth scores correspond with the notion that individuals with an onset-controllable injury may be perceived as having negative intentions within society and as a consequence receive lower ratings of perceived warmth. Deter-1 To standardize the scores from the current study, we converted them to mean score on a 5-point scale, (total score/9)*5). For the active target with an uncontrollable injury, the mean standardized warmth score was 3.86 and the standardized competence score was 4.02. These scores were compared to the range of scores reported in the paper by Fiske and colleagues (2002; Study 2) . The scores in the current study were comparable to scores attributed to people classed by Fiske and colleagues as being high in warmth and high in competence (student, middle class people, women, Caucasians; warmth ϭ 3.79, competence ϭ 3.78). The Fiske and colleagues (2002) study was selected as the comparison study, based on the similarity in participant demographic (North American undergraduate students) and the similarity in survey items used. mining that competence ratings for these two targets were similar suggests that while exercise status can reduce some stigma associated with a controllable injury (e.g., competence rating were higher for the active vs. inactive controllable injury target), it is not potent enough to counter entirely the stigma associated with a controllable injury. As such, individuals with a controllable injury may need to adopt additional strategies to mitigate stigma beyond their exercise status.
Strengths and Limitations
The findings from the present study provide evidence for the stigma management benefits that exercise may provide for individuals with physical disabilities. Therapists, physicians, educators and other health professionals should promote the physical, spiritual, and emotional benefits of a physically active lifestyle in addition to the impression formation benefits. Not only may this provide further motivation for individuals to engage in physical activity, but it also provides a stigma management option that imparts health benefits. As future research clarifies the role of exercise in stigma management, exercise regimen specifics (e.g., type, duration, intensity) can be communicated to individuals who are seeking these specific impression formation benefits from exercise.
The findings from this study are unique in that they represent one of the first studies of the exerciser stereotype to use the SCM and attribution theory as guiding frameworks. In using these frameworks, we were led to examine novel moderators of the exerciser stereotype and to apply standard measures of stereotype in a new domain. The past application of these theories to disability research has been quite limited. This study expands the support for the SCM and attribution theory in the realm of physical disability and physical activity. Continued application of these theories to the investigation of the exerciser stereotype has important implications for developing a deeper understanding of this phenomenon. For example, the postulates of the SCM provide insight into potential mechanisms underlying the effects of exercise status information. Future research might examine whether exercise and injury information alters raters' perceptions of intent and status within society.
The within-participant research design is an additional strength of this study. While this approach provides an indication of how variation in a target's exercise status and cause of injury differentially affects an individual's perception of a target, it does have potential to introduce bias. In an attempt to reduce order and carryover effects, the vignettes were presented in random order.
Comparisons of ratings within each vignette showed no significant effect of presentation order. To reduce the risk of bias, it may be advisable to administer the study using electronic surveys that do not allow participants to compare responses between vignettes, to administer the experiment over several testing sessions, or to intersperse the experimental vignettes among a series of unrelated vignettes.
Despite the strengths of this study, there were some limitations. First, the sample was primarily female university students, many of who had experience and exposure to physical disability. Although sex was not found to be a covariate, this homogenous sample may limit the generalizability of study findings. Furthermore, this study, consistent with past research, found that women generally give more favorable ratings than men (Shields et al., 2007) . If the study sample included a greater proportion of men, we would anticipate a similar pattern of results (e.g., the exerciser stereotype would emerge) but with lower overall mean scores.
Second, although the study findings support the benefits of exercise status information for individuals with SCI, future research should encompass other causes of SCI and other physical disabilities. It would be expected that similar findings would emerge such that regardless of disability type, exercise status information would contribute to stigma management by enhancing perceptions of competence and warmth. To test this hypothesis effectively, researchers should be careful to provide adequate information that allows participants to generate a clear baseline image of the target and should be strategic in selecting a disability for which the onset information can be manipulated.
Indeed it is essential that future studies ensure that the vignettes are carefully constructed to minimize experimental confounds. Within the current study, the vignettes differed in their inclusion of a third party. The onset-uncontrollable injury was described as the result of being hit by an impaired driver (e.g., a third party) whereas the onset-controllable injury was simply the result of impaired driving. The inclusion of a third party in the onsetuncontrollable condition may have elicited strong feelings of pity affecting participants' rating of warmth and possibly competence. This confound could have been alleviated had the onset uncontrollable injury been caused by poor weather conditions or a mechanical defect. As well, the use of impaired driving in the vignettes may carry some negative connotations thus generating unnecessary bias towards the onset-controllable target. The utilization of a neutral cause (e.g., rear ending another car; Menec & Perry, 1995) may elicit alternate findings. However, it is noteworthy that strong effects were observed even with the utilization of such a socially unacceptable behavior, thus strengthening the argument for the benefit of exercise for stigma management.
Conclusion
The onset of a physical disability such as SCI is generally irreversible; however results of this study indicate that perceptions of targets were altered with the inclusion of information which conveyed the individual as an exerciser. The benefits associated with the "exerciser stereotype" appear to enhance the perceived warmth and competence of individuals with both onset-controllable and onset-uncontrollable SCI. Equally importantly, this study demonstrates that the benefits of physical activity are not restricted to individuals with a specific onset to their injury, thus emphasizing the ability for exercise status to have positive effects, specifically stigma management effects, for many individuals.
